Introduction
The concept of screening children for developmental abnormalities is not new and the methods used by Dr Mary Sheridan are well known. These methods have identified many children with developmental problems at an early stage.
In the past few years it has been customary for local authorities to establish clinics where doctors, who are not usually general practitioners, see all pre-school children at specified intervals to check their development. The spread of these clinics has become established as a desirable objective without their evaluation compared with other methods of detection available. There also seems to have been no assessment of these clinics in terms of cost effectiveness for the returns obtained.
If developmental assessment clinics are going to be justified in the community,. they must satisfy the following criteria:
(1) The abnormalities discovered must be those which would otherwise have gone undetected for long periods of time with consequent irreversible damage to the child.
(2) As with all screening procedures the total population must be seen, otherwise the proportion who escape supervision seriously limits the results.
(3) The cost of running this service must produce a reasonable return for the money spent. (4) If regular assessment of a child is desirable then it should be shown that a more satisfactory service can be provided by a clinic rather than by several practitioners seeing their own patients.
My arguments against the proliferation of assessment clinics are based on the supposition that these criteria have not been fulfilled. A great deal of anxiety is produced unnecessarily in parents by these clinics for minimal return. I feel that most children who do have developmental abnormalities of any consequence are either found at routine examination by their doctor, e.g. neonatally, or are presented to the family doctor by a parent querying a defect, e.g. a squint. The family doctor is ideally situated to enquire after other siblings when a child is presented for a consultation for some other reason such as an upper respiratory infection. Most under-5s come in contact with their doctor at least two or three times per year for one reason or another. Method I studied the records of all the children on my list under 5 on 1 September 1975.
The practice is urban with the majority of patients belonging to Social Classes III, IV and V. Three partners practise from a health centre which also accommodates another three-man practice. The total list size for the practice was 6857 and my personal list was 1745 as I also have University commitments.
The following results apply to the 150 children under 5 on my personal list. The other members of the practice team involved in seeing children are the health visitor and the practice nurse who does all the immunizations.
Results
Out of a total of 150 children, 39 abnormalities (Table 1) were queried in 37 children (23 boys and 14 girls) and 20 of these abnormalities were confirmed. Only 8 children out of the 150 were seen less than twice per year; these were immunized by the practice nurse, so did visit the practice. The crux of my argument centres around whether these abnormalities were identified by the family doctor or a developmental assessment clinic. In the 37 children the first identification of possible abnormality was made by the general practitioner in 17 cases. Nine were identified before coming on list: 3 by the general practitioner, 5 at hospital postnatal examinations and one by the developmental clinic. Six abnormalities were identified by the developmental clinic: 2 squints, 2 walking defects and 2 speech defects. Four children had obvious defects neonatally. One had a general practitioner father.
It can be seen that 21 defects were queried by the general practitioner, 9 were so gross that they were easily recognizable neonatally and 7 were queried by the developmental assessment clinics. In other words, 81 % of all cases were identified by nonclinic means. Of the 7 problems queried by the clinic, one squint was confirmed and 2 children are having speech therapy. The computer costs an annual rental of £1500 but is also used for other purposes During 1974, 3593 children were called but only 2059 attended, i.e. 57 %. Those who defaulted were recalled and if they persistently defaulted a health visitor paid a visit to the family but was unable to do a detailed assessment. The total cost of assessing these 2059 children in 1974 was £31 040, an average of £15 per child. Therefore, my 150 children cost £2250.
The only defects specifically identified by the clinic in my practice were 2 speech defects and a squint. If one assumes that the children with speech problems would have presented to the general practitioner then this leaves one squint which might have otherwise been missed. Therefore, this squint cost the local authority £2250 for identification!
Discussion
These results show that 81 % of developmental abnormalities in an urban practice were identified by means other than a developmental assessment clinic. Of those disabilities queried by a clinic less than 50% were confirmed and 2 of these 3 were speech defects which could have been identified by the general practitioner anyway.
Returning to my earlier comments about the doubtful value of these clinics, I think that a number of important points have been confirmed:
(1) Most problems are identifiable without running special clinics.
(2) These clinics are very expensive to the community and the attendance rate is relatively low unless exceptional efforts are made.
(3) The anxiety produced by these clinics in parents is impossible to measure, but must be considerable as half-the abnormalities queried were not confirmed.
It would seem time to reappraise the situation. If it is agreed that developmental assessment should be made at certain stages then the family doctor is the best person to do it. He can do this in the normal course of his work without running a special, time-consuming clinic.
The only defects which might be overlooked for a period of time harmful to the child seem to be those related to sight and hearing. These areas could easily be screened by nonmedical personnel at a considerable saving financially and a reduction in the level of parental anxiety. Summary A survey of children under 5 in an urban practice has been described and the means of detection of developmental abnormalities identified. It was found that 81 % were queried by nonclinic means and only one child out of 150 had a minor abnormality which might otherwise have gone undetected if not seen at a screening clinic. These developmental screening clinics are expensive to run and yield very little return.
